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F 000 | INITIAL COMMENTS F 000 :
' e g 72
An unannounced annual and complaint survey ‘ I
was conducted at this facility from April 12,2012 BY:
through Aprit 25, 2012. The deficiencies T .
containeq in t[r}is report are b_ased on ' The staterents wade on this Plan of
ol_as_ervations, interviews, review of res@ents | Correction are nof an admission to
| o e scared. The faclly census . and do not consitule an agreennent
the first day of the survey was 140. The Stage 2 with the alleged deficiencies herein. ) (gl‘-\\ \2'
_ sample totaled 49 residents. To remain in compliance with all
F 150 | 483.10(c){2)~(5) FACILITY MANAGEMENT OF F 159 federal and state regulations, the -
ss=8 | PERSONAL FUNDS center has taken er will take the ;
' actions set forth in the following Plan
Upon written authorization of a resident, the of Correction. The following Plan of i
facility must hold, safeguard, manage, and Correction consfifutes the cenfer’s :
account for the personal funds of the resident allegation of compliance. Al alleged
deposited with the facility, as specified in deficiencies cited have been or- will be
paragraphs (c}(3)-(8) of this section. corrected by the date or dates
indicated. -
The facility must deposit any resident's personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest earned on resident's funds to that
account. (In pooled -accounts, there must be a
separate accounting for each resident's share.)
The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest : é
bearing account, interest-bearing account, or
petty cash fund.
The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according fo generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf. |
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An¥ adficiehcy staterent ending with an asterisk (*) denotes a deficiency which the institution may be excused from coreciing providing it is detérmmed that
ottkr safefuards provide sufficient protection to the patients. (See instructions.) Except

for nursing homes, the findings stated above are disclosable 30 days
follo¥eirtG the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
“days-following-the dafe tﬁéEé-'db'c'&hiéﬁtéié’r’é’fma'de"_a\r‘aiiabie,to:,the:facility::lf;d,eﬂQ,i@,nc,igﬁ...@_f.@.FJ?‘?E’,-::éﬂ:ﬁP?FQ‘f’?.d...EFEELOf'Cc?TTECtiD“-15--req”i9”3 to continued _.. ...

prograrm participation.
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F 159 Continued From page 1 F159 1. Resident fund accounts :
. : are being managed b
The system must preclude any commingling of Resid tgF d £ y
resident funds with facility funds or with the funds £siaent Fury
of any person other than another resident. Management System
‘ _ (RFMS), from National
The individual financial record must be available Data Care ensuring a full
through quarterly statements and on request to
the resident or his or her legal representative. - : 'ﬁgoiﬁﬁlge?fseiimte («9‘4 12
The facility must notify each resident that receives resident’s personal funds
Medicaid benefits when the amount in the * with reconciliations.
resident’s account reaches $200 less than the Audit was completed after
58Sl resource limit for one person, specified in .
section 1611(2)(3)(B) of the Act; and that, if the discrepancy was brought
amount in the account, in addition to the value of to thelf_ attention and funds
the resident's other nonexempt resources, reconciled so they
reaches the SSi resource limit for one person, the matched.
resident may lose eligibility for Medicaid or SSL. 2. All residents with fund
accounts deposited with
This REQUIREMENT is not met as evidenced the fac‘lhty have the
by: potential to be effected.
Based on record review of facifity resident fund Resident funds are being
accounts, corporate accounting methodology and managed by REMS from
interview and correspondence with corporate National Data C
accounting staff, it was determined that the facility aional tJaia L.are.
corporation failed to recognize and resolve a 3. RFMS will monitor
reconciliation discrepancy. Findings include: account balances to insure
As of 3/30/2012 fi f the bank balances match and
S0 , @ summation of the ban . ; ,
halance of $53,802.78, trial balance of Zt;cogm e a_nd reconcﬁfa alt
$36,829.56, outstanding checks of $16,863.44, screpancies. An audit
and unawarded interest of $4.79 resulted in a -was completed of resident
discrepancy of $105.00 in the resident trust fund find accounts at the
1 acco1u S(t' )(6) CONVEYANCE OF PERSONAL F 160 corporate level to Insure
F 160 | 483.10{c)(6 EYANCE Al di :
. discrepan
Ss=B | FUNDS UPON DEATH all discrepancies are
_ i recognized and resolved.
|
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F 159 | Continued From page 1 F1sg| 4 Resident fund accounts :
. with the facility and
The system must preclude any commingling of : ma::}aged by RFMS will be
resident funds with facility funds or with the funds audited by the tracking
of any person other than another resident. dept at the corporate level
o e ' i - - monthly to e '
The individual financiat récord must be available " y ' ffIlS;J-Ie thed
through quarterly statements and on request to System 1s eTieclive an Q) a2
-1 the resident or his or her legal representative. |- - -assuring a full and :

complete separate

The facility must notify each resident that receives A accounting of each
Medicaid benefits when the amount in the ‘ . >
resident’s account reaches $200 less than the ! re.s ident’s pf_:l:so_nal funds
S8l resource limit for one person, specified in i with reconcﬂlatlo_ns.
section 1611(a)(3)(B) of the Act; and that, if the
arfiount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SS! resource limit for cne person, the :
resident may lose eligibility for Medicaid or SSI. Fi160

' 1. RA4Dno longer resides in
This REQUIREMENT is not met as evidenced the facility.
by: ‘ 2. All discharged residents
Rased on record review of facility resident fund o

who maintain funds at the

accounts, corporaie accounting methodology and .
interview and correspondence with corporate facility have the potential

accounting staff, it was determined that the faciiity to be affected by this

corporation failed {o recognize gnd resolve a. .
P 9 : practice. Upon the death

reconciliation discrepancy. Findings include:
or discharge of a resident,

As of 3/30/2012, a summation of the bank all funds will be ret
balance of $53,802.78, trial balance of e rect etumed
$36,829.56, outstanding checks of $16,863.44, to the resident/family
and unawarded interest of $4.79 resulted in a ©° memberwithin 30 days.
discrepancy of $105.00 in the resident trust fund 3. On a weekly basis, the
account. . o

F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F 160 business office manager at

the facility will review the

1 1 = -
i f resident balance st and
Facilify ID: DEDD110 If continuation sheet Page 2 of 38
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determine if anyone has
160 Sontlr;:eddl:ror:n ;:cage 2‘d it g F 160 discharged or expired. The
pon the death of a resident with a personai Tun NI .
deposited with the facility, the facility must convey BOM will notify the Global
within 30 days the resident's funds, and a final Healthcare representative
accounting of those funds, to the individual or when a resident has been
“urisdiction adminsteri dent .
ggct):taéte jurisdiction administering the resident's identified and the account
will be closed. A check will _
This REQUIREMENT is not met as evidenced _ (y )2
by: 4. Onamonthly basis, an _
Based on record review, interview and review of audit will be completed to
fapility policies, it was determined that the facility review any discharges that
failed fo ensure personal funds were conveyed
within 30 days of the death of a resident. Findings month to assure the
include: accounts have been closed
! Review of R40's personal fund account indicated, : and the mon'i_e s refum?e_d_.
as of 4/20/2012, there was $322.94 remaining in ' Results of this audit will be
the account. R40 had expired an 2/14/2012. brought forward to month
Review of R40's medical record revealed that QA.
this resident had a responsible party, and the
facility had contact information for this person.
However, the facility did not convey R40’s funds
fo the responsible pariy.
' F-205
Review of the facility policy regarding Closing .
Accounts, revealed the account will be closed 1. R-129 responsible
and a check shall be issued within 30 days of party was given a
discharge when a resident is discharged from the copy of the bed hold
| facility. policy notification.
| Interview on 4/20/12 with E25 (Business Office 2. dAiH"]fasrldems who are -
Manager) confirmed that R40's personal funds seh ged to the
were not conveyed within 30 days after death hospital have the
according to facility policy. potential to be
F 205 | 483.12(b)(1)&(2) NOTICE OF BED-HOLD F 205 affected by the
§5=p | POLICY BEFORE/UPON TRANSFR deficient practice.
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hospital or allows a resident {o go on therapeutic
leave, the nursing facility must provide written
information to the resident and a family member
or legal representative that specifies the duration
oj the bed-hold policy under the Stafe plan, if any,

| during which the resident is permitted fo return

and resume residence in the nursing facility, and
the nursing facility's policies regarding bed-hold
periods, which must be consistent with paragraph
(b)(3) of this section, permitling a resident to
return.

At the fime of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and a family
member or legal representative written notice
which.specifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, it
was determined that the facility failed fo provide
one resident (R129) or their responsible party
with written bed hold information upon transfer to
the hospital. Findings include:

R129 is a long term Medicaid resident residing in

| the facility since 11/23/10. Review of the clinical

record revealed that the first notice of the duration
of the bed hold policy specifying a 7 day bed hold
was signed by R129's responsible parly on
11/25/10.

R122 was transferred fo the hospital on 2/26/12.

notification form was
added. Bed hold
policy was updated to
reflect this.
Admission
Coordinator will be
responsible for
providing the Bed
hold notification to
the
resident/responsible
party. Admissions,
Social Services, and
Licensed Nurses were
in-serviced on 4/25/12
by Staff Development
Coordinator on the
use of the Bed hold

Notification form. All
discharges to the -
hospital will be
reviewed in morning
meeting fo ensure a
bed hold notification
has been generated.
Admissions will keep
-copies of all bed hold
notifications sent out
for 3 months.

X4) 1D
F(‘RE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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' 3. Bed hold policy was
F 205 | Continued From page 3 F 205 reviewed by
Before a nursing facility transfers a residentto a Administration and a
g new Bed hold.
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and report any-knowledge # has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff {o the State nurse aide registry

| or licensing authorities.

The facility must ensure that all alleged violations
invelving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The resulis of all investigations must be reported
to the administraior or his designated
representative and to other officials in accordance

C
B. WING
085020 D4/25/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE .
PINNACLE REHABILITATION & HEALTH CENTER 3034 SOUTH DUPONT HIGHWAY
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
5 DEFICIENCY)
, _ 4.. An audit comparng
F 205 Continued From page 4 F 205 hospital transfers with
Interview with ES (Admissions Director) on bed hold notifications
4/24/12, confirmed that the resident and/or .
responsible party did not receive a second writfen wll fhﬁcop duct;’: d -
notice of the bed hold policy upon transfer to the monthly imes
. hospital. - ' | months o ensure ’ l
F 225 | 483.13(c)(1)(ii}-(iii), {c)(2) - {4) F225| compliance with this é "’ 12
-g8=n | INVESTIGATE/REPORT .~ - - - R requirement. Resulis A
ALLEGATIONS/NDIVIDUALS will be brought
The facility must not employ individuals who have through the monthly
been found guilly of abusing, neglecting, or QA process for ]
mistreating residents by a court of law; or have ~ review and potential
had a finding entered intc the State nurse aide need for further
registry concerning abuse, neglect, mistreatment training and/or
of residents or misappropriation of their property; .
monitoring.
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procedures and other documentation, it was
determined that the facility failed o ensure that ali
alleged violations that had the potential for abuse
and/or neglect for two {R108 and R25) out of 49
sampled residents were immediately reporied to
the administrator of the facifity and the State
Agency (Division of Long Term Care Residenis
Protection). Additionally, the facility failed to
ensure that these allegations were thoroughty
investigated. Findings include:

1. Review of a resideni/family grievance repo,
dated 4/11/12 revealed that R108 alleged that on
the day shift on 4/11/12, she had been laying in &
bowel movement for over an hour. She stated
that she was ringing her call bell and when no
one answered, she started yelling for help. E108
stated that when the CNA (Certified Nurse's Aide)
came to clean her up, "They had me naked in the
lift with the window open and they only washed
my back." '

Interview on 4/25/12 with E11 {Quality
Assurance) confirmed that an incident report was
never completed. interview on 4/25/12 with £3
{Assistant Director of Nursing) confirmed that the
alleged incident of resident abhuse/neglect was

reviewed these 2
incidents and reported
‘to administration that
the allegations were
unsubstantiated.

2. All residents have the
potential to be
affected by this
deficient practice.

3. A review was
completed of all
concerns reported in
the last 3 months to
ensure there was no
other unreported
allegations of
abuse/neglect.
Procedure for
investigating
allegations of
abuse/neglect was

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C
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F 225
F 225 Continued From page 5 F 225
; " Page 1. R 108 and R 25 were
with State law (including to the State survey and oterv d Jin
certification agency) within 5 working days of the interviewed regarding
incident, and if the alleged violation is verified the allegation of
appropriate correciive action must be taken. neglect of 4/11/12 and
an incident report was
) \ completed on this
This REQUIREMENT is not met as evidenced complaint. This was ~
by: reported to the state i
Based on (;esid_ent ap? sfile_atﬁ int?ryiews, drecord on 4/24/12. State i z
review, and review of facility policies an investigators IA\-}
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never reported fo the State Agency.

Review of facility documentation revealed that the
facility failed to complete an incident repori and
failed to ensure that this alleged violation, which
had the potential of abuse/neglect was

-l immediately reported to the administrator of the

facility and to the State survey and certification
agency.

2. Review of a resident/family grievance repon,
dated 4/7/12, revealed that R25 alleged that on
the evening shift of 4/6/12 he had no CNA
(Certified Nurse's Aide) until 8:00 PM. He wrote
that his call light was on for 2-3 hours and no one

| changed him. Additionally, he wrote that when a

nurse did enter his room she told him to siop
yelling because she was on the phone and then
pulled his curtain. The report also stated that after
calling ihe nurse's station from his phone, he was
hung up on.

Review of facility documentation revealed that the
incident was assigned to E8 (RN/Unit Manager)
for investigation on 4/10/12, 4 days after the
occurrence. The facility failed to complete an
incident report and failed fo ensure that this
alleged violation, which had the potential for
abuse and/or neglect was immediately reported
to the administrator of the facifity and to the Stafe
survey and ceriification agency.

Review of the investigative notes and staff
staternenis revealed that there were only two
staterments obtained. Cne statement was from EB
(nurse who entered room) and one from E7 (CNA
assigned for R25's care on the evening of
4/6/12). The facility failed to interview any other

6ay 1D SUMMARY STATEMENT OF DEFICIENCIES o
PREFIX {(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFPRIATE DATE
. DEFICIENCY)
reviewed and updated
F 225 | Continued From page B F225 as necessary.

Licensed nurses and
Dept managers were
in-serviced by SDC
on 5/11/12 on the
requirements for
reporting and
investigating
allegations of abuse
and/or neglect. All
concerns will be
reviewed in morning
meeting with the
Interdisciplinary team
to see if they meet the
requirements of
reporting and to
review the
investigation progress
until the issue is
resolved.
Investigations of
alleged abuse/neglect
will be completed by
the Director of Social
Services and/or the

" DON. The _ |

~ Administrator will

~ review completed
investigation to
ensure investigation 1s
complete and reported
as required under
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State guidelines.
F 225 Continued From page 7 F 225 4, Al allegations of
staff who were on duty at the time to obtain any abuse will be logged
additional information. Thus the facility failed to . .
conduct a thorough investigation. l_jy Social Services to
: _ insure all components
During an interview with E1 (Administrator) and of the review were
E2 (Director of Nursing) on 4/24/12 they completed in a timely
- acknowledged the findings. - manner. Results of -
F 2411 483.15(a) DIGNITY AND RESPECT OF F 241 thi - OSSO
38=D | INDIVIDUALITY s tracking will be
reviewed in the
The facility must promote care for residents in a monthly QA meetmg (ﬂH’ |2
manner and in an environment that maintains or to monitor
enhances each resident's dignity and respect in . .
full recognition of his or her individuality. compliance with this.
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, it was
determined that the facility failed to promote care F 241
for two (R156 and R33) out of 49 Stage i 1. R 156 and R 33 were
sampled residents in a manner and an both given new
environment that maintains or enhances each dapti
residents dignity and respect in full recognition of ; allm ve (:EP S to -
his individually. Findings include: aciliate their ability
LR . to drink during meals.
1. Observation on 4/12/12 of lunch in the Seaside 2. Al residents with
dining room revealed that R156 had an adaptive adaptive equipment
cup for drinking. The cup was made out of plastic have the potential o
and the outside surface of the cup was peeling be aff P .
and flaking off. © .ected by _thls
- deficient practice. - -
2. Observation on 4/12/12 of lunch in the Seaside 3. All adaptive
dining room revealed that R33 had an adaptive equipment was
cup for drinking. The cup was made out of plastic :
and the outside surface of the cup was peeling mspfacted by the food
and flaking off. service manager and
replaced as necessary.
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During an interview with R226 on 4/16/12 at
10:40 AM, she stated that she had no shower

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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The food service
F 241 | Continued From page 8 F 241 manager will
On 4/12/12 these findings were confirmed with ' regularly ingpect all
.| E12 (Food Service Director). dishes and adaptive
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 . .
 sg=p|OF NG IPREFERENCES equipment 0 ISUre
' R they are in good
A resident has the right to reside and receive working order.
services in the facility with reasonable Dietary staff was in-
accommodations of individual needs and serviced by the Food
preferences, except when the health or safety of Servi
the individual or other residents would be Crvice managfnf on
endangered. 5/18/12 regarding Q‘_"\]L
replacing worn or
defective dishes, cups, !
_ ) _ or adaptive :
This REQUIREMENT is not met as evidenced .
by: eqmpment_.
Based ontecord review and interview, it was 4. Food Service manager
determined that the facility failed to ensure that ' will report the
one (R226) out of 49 sampled residents received replacement of
care and services in the facility with reasonable : :
accommodations of individual need and zgzp{;:;;qsg;nﬂznt
preference. Findings include: y
through the QA
R226 had diagnoses which included acute process to ensure
respiratory fatlure, gout, hypertension, diabetes moniforing of these
mellitus type 2, obesity and coronary jtems is being
atherosclerosis.
: completed.
According to R226's Minimum Data Set (MDS)
assessment, dated 4/17/12 this resident's BIMS _
(Brief Interview for Mental Status) score was 14 246
out of 15 and she needed extensive assistance of 1. R 226 was
2 persons for bed mobility, fransfer, toilet use, - i
personal hygiene and was totally dependent for mtt?mewed by the
washing and showering. Unit Manager
regarding her

preference for

showering and hair
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D

i COMPLETION

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observalions and interviews, it was
determined thai the facility failed to provide

ki (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
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- washing. R 226 care-
F 246 C_ontlnt_;ed Fromdpa%e ;J oo : o F 246 plan and Kardex were
since she was admitted on a week). .
She had wanted her hair washed and the staff 5 gfatefidto reflect this. :
used a wet towel and wiped her head. This was . residents have the
not acceptable to her. She stated that she potential to be
preferred a shower so that her hair would be affected by this
washed. deficient practice.
In an interview with E45 (CNA) on 4/19/12 at 3. Resident records were
10:15 AM, she stated that R226's shower/hair reviewed to ensure |
wash days were on Mondays and Thursdays on choices of shower :
the 3-11 PM shift. According to the CNAs' Bath and/or bed bath were Mq h 2
Type Detail Re'porf, R226 was provided bed noted in the resident
baths and partial baths from 4/10/12 through R
4/16/12 and no shower. There was no Fecord.- CNA’s were
documented reason in the report as to why a in-serviced by the
shower was not provided in accordance with the SDC by 5/18/12
resident's scheduled shower plan. regarding the
At an interview with R226 on 4/19/12 at 9:40 AM, importance of
she stated she had her first hair wash done the respecting the.
other day that is 4/17/12 (after a week). Review resident’s choices
revealed that it was noted in the CNA tracker regarding care.
sheet as tub bath. Residents will be
Interview with E46 (RN) on 4/19/2012 at 10:30 interviewed
AM confirmed this finding. periodically by
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 .management staff to
ss=p | MAINTENANCE SERVICES ensure choices and

preferences are being
honored.
4. Results of resident
- -interviews will be
reviewed monthly
through the QA

process to ensure
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compliance with
F 246 i 8 . .
C.Dntmuhed Fromdpa%e S e . F 246 resident’s right to
since she was admiited on { a week). reasonable

She had wanted her hair washed and the staff
used a wei fowal and wiped her head. This was
not acceptable o her. She stated thai she
preferred a shower so that her hair would be

waghed .

In an interview with E45 (CNA) on 4/19/12 at
10:15 AM, she stated that R226's shower/hair
wash days were on Mondays and Thursdays on
ihe 3-11 PM shift. According to the CNAS' Bath
Type Detail Report’, R226 was provided bed
baths and partial baths from 4/10/12 through
4/16/12 and no shower. There was no
docurnented reason in the report as to why a
shower was not provided.in accordance with the
resident's scheduled shower plan.

At an interview with R226 on 4/18/12 at 9:40 AM,
she stated she had her first hair wash done the
other day that is 4/17/12 (after a week). Review
revealed ihat it was noted in the CNA tracker
sheet as tub bath.

Interview with E46 (RN) on 4/18/2012 at 10:30

. accommodations of
preferences and
needs.

F 253

1. The bathroom ceiling
vents in rooms 200,
205, and 207 were
cleaned immediately.
The unpainted walls
in 303 and 342 were

. painted and the

bathroom door was
repaired in 342. The
bathroom tiles and
wall in 309 were
repaired and replaced. .

2. Although no residents
were identified in this

Ql ni

FORM CMS-2567(02-99) Previous Versions Obsolete
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The facility must provide housekeeping and .affected by this
maintenance services necessary to maintain a deficient practice.
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| This REQUIREMENT s not met as evidenced * Administrator and
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A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables fo meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the-.comprehensive
assessment.

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! comPLETIGN
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F 253 i 1 intain a sani
Cor'mnued From p_age 0 - o F 253 and comfortable
mamteqar}cg services ne_c;essary fo malnfcam an environment. All
orderly interior. Findings include: . .
— » ) areas identified were
During the environmental tours on 4/20/12 with addressed by
£26 (Environmental Services Director) and E27 housekeeping and
(Maintenanged[?irgqtor) the following concerns maintenance. IDT
were observed. _were in-serviced by )
1. Dusty bathroom ceiling vents were observed in the_SDC b_y 5/18/12.
resident rooms 200, 205, and 207. Interviews Daily Environmental b 4' \2-
with E26 (Environmental Services Director) Rounds will be
confirmed these findings. completed by Dept
2. Unpainted, repaired walls were observed in managers and results
resident rooms 303 and 342. Additionally, the brought forward to
bathroom door in resident roam 342 was in ‘the morning meeting.
disrepair. Interviews with E27 (Maintenance 4. Results of the Daily
| Director) confirmed these findings. Rounds will be
3. Observations of the bathroom in resident room reV‘le?w'ad by the
300 on 4/19/12 at 10:00 AM revealed that the Administrator and
floor tiles had separated and that the bathroom areas of concern will
wall was in disrepair. Interviews with E27 be monitored for :
{Maintenance Director) conﬁrmed these findings. completion. :
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
sg=p | COMPREHENSIVE CARE PLANS
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F 279
F 279 | Continued From page 11 F 279 1. R 147° ;
The care plan must describe the services that are ) s care plans
to be furnished o attain or maintain the resident's -were updated on
highest practicable physical, mental, and 4/19/12. R 149’s care
psychosocial well-being as required under plans were updated on
§483.25; and any services that would otherwise .5/10/12.
be required under §483.25 but are not provided .
| due to the resident's exercise of rights under - 2. Al IeSId_eqf-;__s on
§483.10, including the right to refuse treatment "'Psy""_h@tFOPlc
under §483.10(b)(4). medications have the .
potential to be (ﬂ} l‘-‘\ 2.
This REQUIREMENT is not met as evidenced affected by the
by:ls is not met as evidence C_leﬁcient practice. All
Based on record review and interview, it was residents on
determined that the facility failed to develop & psychotropic
comprehensive care plan for two (R147 and medications will have
R129) out of 49 Stage li sampled residents and svcho .
that included measurable objectives and Plzn trc.)p iC care
timetables to meet the resident ' s medical, plans reviewed and
nursing, and mental and psychosocial needs that revised by 5/21/12.
were identified in the comprehensive 3. Psychotropic
assessment. Findings include: medication changes to
‘ - beb
| 1. R147 had diagnoses which include pneumenia, cli .r0111gh ¢ fc'trward to
Renal Failure, Hypertension, Peripheral Vascular mnical meeting. Care .
Disease, Hypothyroidism, Dementia with plans to be
Behaviorai Disturbances, Anxiety State, reviewed/revised with'
Alzheimer's Disease, Vascular Dementia with '
Delusions, and Urinary Freguency.
| Review of the 3/5/12 quarierly Minimum Data Set
(MDS) assessment, dated 3/5/12 revealed R147
was coded for having physical and verbal
‘behavior symptoms directed toward others on 4-6
days of the 7 day review period.
Review of R147's CNA (Certified Nurse's Aide)
behavior flow sheets for 2/12, 3/12 and 4/12
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) changes in,
F 279 Continued From page 12 ‘ F 279 psychottopic
reyealed that §taff were f:ioc.umentlng on egch medications and
shift the following behaviors: verbally abusive,
resists care and socially inappropriate. quarterly as needed.
_ o 4. An audit will be
Review of a physician's order, dated 4/16/12 - conducted weekly X 4
revealed an order for Zyprexa (antipsychotic) 2.5 weeks by the
mg everyday at bedtime jor delusions. DON/Designee to él‘H
Review of R147's care plan, dated 3/21/12 ensure compliance
revealed that the facility did not address the with care plans. The
problem, goals and interventions of these specific ‘ results of this audit
| behaviors and the use of the antipsychotic ~will. be reported to the
medication. QA committee. The
These findings were confirmed with £44 (nurse} QA committee will
on 4/24/12 determine the need. . .
. ' for further audits.
2. R149 was admitted to the facility with
diagnoses including dementia, anxiety,
depression and schizophrenia. The 14 day MDS
(Minimum Data Set) assessment, dated 11/17/11
triggered the care areas of Behavior symptoms
and psychotropic drug use and was checked off
to be addressed in the care plan. R149's
quarterly 3/5/12 MDS assessment documented :
that signs and symptoms of delirium (C1300) and i
wandering (E 0900) still persisted. _
Review of R149's records contained a psychiatric
consultation, dated 4/9/12 which documented
"Assessment: dementia Alzheimer's type with
delusion and depression. Plan: continue celexa
(antidepressant) 20 mg(milligrams) for
depression, depakote (miscellaneous treatment)
125mg at night and 250mg in morning for mood,
aricept 10 mg HS (@ bedtime) and namenda
10mg twice a day for dementia, seroguel
(aniipsychotic) 25mg twice a day for mood and
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F 279 | Continved From page 13 F 279
valium (benzodiazepine) 2mg three times a day
for anxiety. The patient is siable. No
recommendation at this time "
) \
Review of R149's care plan (start date 3/5/12)
revealed three focuses "receives & or more
| medications and is at risk for adverse drug i
reaction; elopement risk related fo dementiaand | ;
socially inappropriate behavior but none ; '
addressed the use of psychotropic drugs and
their side effects or the use of the behavior flow F 280 L ' t_“ 2.
sheet. The focus on elopement risk related to 1. R 43 positioning za |
dementia and socially inappropriate behavior also device was re-applied
fai[gd o include.’this} drug usage._A]though thu? correctly. R 43’s care
facility was monitoring the behaviors of delusions, lan reviewed and
- | anxiety and withdrawn on a behavior rmonioring p A GW o
flow sheet which listed some of R149's revised on 5/11/12. R
medications (seroguel, valium and citalopram}, 22’s care plan
there was no care plan for its use nor side effects reviewed and revised
information on the form. on 5/11/12.
During an interview with £20 {charge nurse) on 2. All remdegt; W_lth the
4/24/12 at 10:45 AM, she acknowledged lack of a use of positioning
care plan for psychotropic drug use which devises and that are
included monitoring side effects. being tube fed have
The facility failed to develop a care plan that i}; p?tz’g’altgo be
addressed the resident's use of psychotropic ec.e y e_
medications and the monitoring of the side deficient practice.
effects. Findings reviewed on 4/25/12 at 4:40 PM Residents with
with E1 (NHA), E2 (DON) and E3 (ADON). positioning devices
F 280 | 483.20(d)}(3), 483.10(k)(2) RIGHT TO =~ F 280 and fibé feedings
55=D | PARTICIPATE PLANNING CARE-REVISE CP were identified and
The resident has the right, untess adjudged their care plans will i
incompetent or otherwise found to be be reviewed and !
incapacitated under the laws of the Stale, to revised as needed by |
participate in planning care and treatment or 5/21/12.
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comprehensive assessment; prepared by an
interdisciplinary team, that includes the attendlng
physician, a registered nurse-with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and pericdically reviewed
and revised by a team of qualified persons after

(X4) ID
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F 280 | Continued From page 14 F 280 3 Res}genFs e
changes in care and freatment. posttiontng ¢evices
initiated by therapy
A comprehensive care plan must be developed will be brought
within 7 days after the completion of the . forward to morning

meeting and care

. plans revised
accordingly. All
residents receiving
Tube feeding will
have care plans
reviewed and revised

each assessment. quarterly and as
needed.
4. Audits will be
conducted by the
This REQUIREMENT is not met as evidenced M]_)S coord_mator for
by: residents with
Rased on record review and interviews, it was positioning devices
determined that the facility failed to ensure that weekly x 4 weeks to
the care plan was reviewed and revised for two
(R43 and R22) out of 49 Stage Il sampled ensdlir ectl:an?thplans are
residents. Findings include: upd: er .Wl .
S | positioning device
1. Observation of R43 on 4/20/12 while she was changes. Results of
sitting in her w/c in the hail across from the the care plan audits
nurse's station revealed, that she hada will
positioning device on her wheelchair under her be rep {_)It-ed to the
arm on the left side. QA committee to
determine further
A physical therapy treatment record, dated 3/1/12 . recommendations

stated that the patient appears to be leaning to
the right while seated in her wheelchair.
Positioning devices were added o her wheelchair

to keep her upright.

and/or follow-up to
enhance and improve
process.

ARl
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F 280 | Continued From page 15

Interview on 4/20/12 with E18 (Physical
Therapist) confirmed that he was the one who
initiated these positioning devices for R43. The
devices included a wider arm rest for the right
side of the wheelchair and a positioning pad that
was to go under R43's right arm and attached fo
the wheelchair. - e

Review of R43's care plan, dated 3/26/12
revealed that it was not revised o include use of
these positioning devices.

Close referto F312

2. R22's care plan initiated on 8/12/2011 stated,
"Resident was totally dependent of staff for all
Activities of Daily Living (ADLs) self performance,
deficit i/t stroke, limited ROM, limited maobility
musculoskeletal impairment, hemiplegia and
fimited mobility". '

The care plan goal was "The resident will
maintain current level of function in Bed Mobility,
Transfers, Eating, Dressing, Toilet Use and
Personal Hygiene"

The interventions were focused on Toilet use,
transfer, use of call bell, skin inspection, bathing,
bed mobility and dressing but left out personal
hygiene care that would include oral/dental
hygiene care.

Another care plan initiated on 8/12/11 stated,
"Tube [gastrostomy tube] required fo assist
resident in maintaining or improving nutritional
status characterized by weight loss related to
aspiration, swallowing impairment, paralysis”.

F 280
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. ) . 1. R52’s fluid
The interventions were focused on checking trict T
residual and positioning of the tube, care of the Ies cnon'n}qmtonng
tube and feeding by tube. However the form was initiated on
interventions failed to include oral/dental hygiene 4/19/12. There were
care. no adverse effects
related to the deficient o
practice. R 43 (p\"l’}\l
_ positioning device
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 was re—applied
sg=p | HIGHEST WELL BEING correctly. R 43 had

no adverse effects

Fach resident must receive and the facility must R/T deficient . i
provide the necessary care and services to attain e. cient practice. |
or maintain the highest practicable physical, 2. ‘All residents on a ;
mental, and psychosocial well-being, in - Fluid restriction have =~
accordance with the comprehensive assessment the potential to be

and plan of care. affected by the

deficient practice. All
residents with

This REQUIREMENT is not met as evidenced positioning devices
by: " have the potential to

Based on record review, observations and

interviews, it was determined that the facility be aﬁ:ected by.th ©
failed to provide the necessary care and services deﬁ?lent practice.

to attain or rnaintain the highest practicable 3. During monthly
physical, mental and psychosocial welkbeing, in review, the UM will

cross-reference all
residents on a fluid
resiriction to ensure

accordance with the comprehensive assessment
and plan of care for two (R52 and R43) out of 48
sampled residents. Findings include:

1. Review of R52's medical record revealed fhuid restriction
diagnoses of Hypertension, Urinary Tract monitoring forms are
infection, Renal Failure, Diabetes type 2, carried over.
Hyperlipidemia, Osteoarthritis, Dementia, : . .
Behavior Disturbance, Depressive Disorder, Res-u_ien?s Iecen.rmg
Chronic Pain, Reflux, and Hypertonicity of positioning devices
Initiated by therapy
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acute renal failure - fluid restriction,
edema/excess fluid volume related to cardiac
disease with interventions which consisted of
monitoring intake and compliance to 1000cc fuid
restriction and dietary and/or fluid restrictions per
doctor's order.

Review of R52's Fluid Restriction Tracking Form
for 2/12 and 3/12 revealed that nursing staff on all
three shifis were inconsistent with the
documentation of the 1000cc fluid restriction. For
the month of 4/12, it was discovered that the
nursing staff did not have a fluid restriction form
for R52 until it was brought to their attention by
the surveyor on 4/19/12 and consequentizlly
failed to have a sytem in place for the monih of
April to monitor and evaluate all of R52's fluids. .

During an interview on 4/19/12 with E£14 (nurse),

AND PLAN OF CORRECTION
A. BUILDING
B. WING c
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= 309 ] will be brought
_ Continued From page 17 F 309 forward to morming
Bladder. meeting and care
Review of R52's fluid restriction plans rfawsed _ |
notification/aliocation form, dated 12/3/11 accordingly. Primary
revealed that R52 is on a 1000cc per day fluid Care CNA, Nurse,
restriction with aflocations divided between and Unit Manager
nursing and dietary. will be trained on the - R
R52's Minimum Data Set (MDS} assessment, new positioning : é ""’ j2-
dated 3/26/12 states under Section C- nutrition devices. Therapy
assessment for diet of no added salt, non manager or designee
conqentrated sweets Wgh 1000cc fluid restriction. will in-service nurses
Sectlorl L- assessmen goals/approaches _ and CNA’s once a
states," hydration status appears good. Is on fluid th all
restriction which she looks to be fairly compiiant month to ensure
with." o _ staff is knowledgeable
regarding proper
R_eviewdof R52's care pfa?, initiated on 3:;26/1? placement of
revealed that there were focus areas addressing positioning devices.

4. An audit will be
conducted once a :
week x 4 weeks on all :
residents on a fluid
restriction. Results of
the audit will be
brought forward to
QA commifted to

determine need for

- further audits/follow
up. An audit will be
conducted once a
week x 4 weeks by
the DOR to ensure
residents have
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have a fluid resfriction form in their MAR". E15
showed this surveyor several residents who were
on fluid restriction and the form was present in
their MAR.

2. R43's medical record revealed diagnoses of
Urinary Tract Infection, Hypertension, Renal
Failure, Hyperlipidemia, Alzheimer's Disease,
Anxiety, Chronic Obstructive Pulmonary Disease. .
and Dysphagia.

A Physical Therapy Treatment Record, dated
3/1/12 stated " Patient appears to be leaning to
the right while seated on her wheelchair.
Pesitioning devices were added fo her wheelchair
to keep her upright. *

Review of R43's Physical Therapy discharge
summary, dated 3/6/12 revealed discharge
recommendations: Cognitive-communicative
strategies, positioning/pressure relieving
techniques and passive range of motion
exercises in order to maintain integrity of the
joints and preserve current level of function.

Observation of R43 on 4/19/12 while in the hall
seated in her wheelchair revealed that she had a
posifioning pad laying under her leit arm and
across her siomach. 1t was noled by this surveyor
that the positioning pad was not applied correctly
to the wheelchair. When E8 (nurse), E14 (nurse)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING ©
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200 - positioning devices
Coniinue Fror?": page"IE'B F 308 applied properly.
she stated " fluid restriction forms are kept on the Results wi L} V2.
e R o esults will be
Medication Administration Record (MAR}". E14 brought to QA :
confirmed that R52 did not have this form on her rought to Q
4/12 MAR. ‘ committed to
A ) determine the need
Cn4/18M1 2.’. during an intervie\{v with E15 (nurse), for further
she stated "any resident on fluid restriction should | audits /fQH ow up.
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F 308 | Continued From page 19 F 308
and E21 (CNA) were asked fo apply the device
correctly, they did not know how. They proceeded
to take the resident back to her room io apply the
device.
A second observation of R43 on 4/19/12 by the
surveyor and E16 {Occupationai Therapy
Assistant) when she was in her room aiter E8,
E14 and E21 re-applied the device revealed ihat
the positioning pad still was not applied correctly. .
This was confirmed by E16.
Interview on 4/20/12 with E18 (Physical
Therapist) revealed that he was the therapist that
had initiated the positioning devices for R43,
which consisted of a wider arm rest for the right :
side of the wheelchair and the pad positioning j
device for the right side. F312
During an interview on 4/20/12 with E17 (Physical R 2.re°e‘§‘?d oral (yl“\'\ 12t
Therapy Director), he stated that when a resident care immediately.
receives a new order for a device, that the 2. All dependent
primary caregivers are instructed on how fo use residents have the
them and that nursing is responsible for training potential to be
the other staff members. affected by the
Observations on 4/23/12 and 4/24/12 of R43 deficient practice.
revealed that she continued fo be seated in her E 48 educated on
wheelchair with the positioning pad on the left proper technique
instead of the right side as indicated by E18. Iegarding morning
F 312} 483.25(a)(3) ADL CARE PROVIDED FOR F 312 care and .
oral hygiene
=D | DEPENDENT RESIDENTS : T R R
SS=D 3. AllCN.A’sto be in-
A resident who is unable to carry out activities of serviced by SDC
daily living receives the necessary sefvices to regarding consistent
maintain good nutrition, grooming, and personal oral hygiene by
and oral hygiene. 5/18/12
Facilify |D: DE00110 If continuation sheet Page 20 of 38
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F 312 | Continued From page 20 F 312 4. An audit will be .
completed by
: UM/Designee of 10% q + V2
This REQUIREMENT s not met as evidenced " of dependent residents i
bg: 4 o observati reviewand weekly x 4 weeks to
ased on observation, record review an - .
interview, it was determined that the facility failed epsure oral hygiene is
to ensure that one (R22) out of 49 sampled com_pleted during
residents, who was unable to carry out activities routine care. Results
of daily living received the necessary care to to be brought forward
maintain good oral hygiene. Findings include: to the QA committee
R22 had diagnoses of cerebral vascular accident to determine the need .
(CVA) with hemiplegia and dysphagia, , for ;'ﬁnther
hypertension and diabetes mellitus. audits/follow up.
According to R22's guarterly Minimum Data Set -
(MDS) assessment, dated 2/16/2012, R22 had a
(BIMS } Brief Interview for Mental Status scere of
12 out of 15, speech unclear but was able fo
express and was usually understood. R22 was
totally dependent on staff for all activities of daily
living. R22 was only receiving nutrients via fube
feeding.
According to this resident's "MDS Kardex
Report"/CNA's care plan, R22 had "Oral
problems” and needed daily oral care. However,
R22's CNA's daily care flow sheet did not address
the daily need for R22's oral care. There was no
documentation that this resident was receiving
daily oral care.
Observations on 4/16/12 at 11;36 AM and on
4/20/12 at 9:30 AM, revealed R22's mouth
contzined debrisfteeth not brushed, lower teeth
with film not clean, lips with dry debris, (whitish
flake and white crusting on the outer aspect);
tongue thick and coated with whitish debris.
Facility 1D; DECO110 If continuation sheet Page 21 of 38
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Continued From page 21

On 4/20/12 at 9:30 AM, R22 was observed, with
this resident's permission, being provided a bed
bath by £E48 (CNA) and E48 (CNA). Oral hygiene
was not part of their plan of care. E48 (CNA)
explained that it was done earlier in the morhing.
However, R22 denied this and stated (pointing io
E48) that E48 (CNA) said she (R22) did not need
it. E48 asked the resident if she wanted to have
her mouth cleaned? R22 siated yes. E48
assisted this resident with her oral hygiene by
manua! cleaning her teeth and mouth with a swab
soaked with & mouth wash cleaning agent.

Review of the CNA's daily care flow sheet did not
address R22's daily need for oral care and did not
contain documentation that R22's oral hygiene
was scheduled to be done daily.

The facility failed 1o assist R22 to maintain
consistent oral hygiene daily and as needed.
483.25(e)(2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

Based on the comprehensive assessment of a
resident, the faciiity must ensure that a resident
with a limited range of motion receives

"1 appropriate treatment and services to increase

range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
interview, it was determined that the facility failed
to ensure that one (R129) out of 48 sampled

ID
PREFIX
TAG
F 312
F318
2.
F 318
3

1. R 129 has not had an

adverse effect related

0. the-deficient
_practice.

Residents requiring
PROM have the
potential to be
affected by the
deficient practice.
E 21 is no longer
employed by the
facility.

. CN.A’s will be in-
- serviced on proper

technique for ROM
by the SDC and/or

Physical Therapist by

5/18/12. Upon hire
and annually CNA’s

&Mlz |
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F 318 | Continued From page 22

residents received appropriate treatment to
maintain range of motfion. Findings include:

The'faci!ity'é policy Rehabilitative Nursing Care
stated:(paragraph 4) 4. Rehabilitative nursing "
care is performed daily for those residents who

is not limited to: f. Assisting residenis with their
routine range of motion exercises. The facility
also maintained 2 ROM policy that specifically
describas how fo perform the exercise from the
head to the toes.

R129 had diagnoses which included intracranial
hemorrhage, convuisions, encephalopathy,
malignant neoplasm of laryngeal cariilages,
aphasia and tracheostomy. R129 was admitted
with coniractures of ait four limbs. Measurements
were documenied on the facility's ROM (range of
motion} contracture form on 12/31/10.

R129's ROM care plan initiated on 8/11/11 (target
date 5/9/12) and entitled "actual contractures”
noted: Goals- 1) maintain or improve joint moebility
3) remain free from complications of impaired
ROM through next review. Interventions- 3)
report and document any declines in ROM ability,
4) refer to therapy as needed, 6) turn and
reposition q (every) 2 hours and PRN (as needed,
7) reposition for comfort as needed at end of
ROM session, 9) cue as needed to complete

necessary to ensure task is successfully
completed.

Record review revealed that R128 had a
physician's order, dated 10/18/11 to wear a splint
to the left elbow for four hours daily, which was

'| require such service. Such program includes but ™1

‘task, 10) provide only the amount of assistance |

F 318

will be checked for
Care skills by a
licensed nurse.
Additional fraining
will be provided as
indicated.

. Audit will be

conducted by the
MDS coordinator of
10% of residents that
are receiving ROM
weekly x4 weeks to
ensure proper

_technique is being

qnsed. Results of this
audit to be brought
forward t0-QA
committee to
determine further
recommendations
and/or follow-up to
enhance and improve
process. '
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documented very frequantly as refused ({resident
able to verbalize "ne") in the electronic chariing
system used by the CNAs. Ancther order, dated
10/18/11 noted “resident to perform PROM
{passive range of motion} to all ext {(extremities) x
10 mins. TID (three times daily)", which the
CNAs documented electronically as having been
completed.

On 4/19/12 at approximately 1:50 PM after
observing R129 at varied times on the 7-3 shift, £
21 (CNA) was asked to review R129's care
orders and how she documented them. Upon
review of the PROM order, E21 stated that when
R129 is checked for incontinence care and is

| repositioned and turned every 2 hours; that such

action is considered ROM. Interview confirmed
actual ROM of exiremities was not performed.
E21 and E24 {recently hired CNA) both stated
that their skills fraining was taught by CNAs only;
no nurse reviewed skills with them.

Findings were reviewed with E23 of Staff
Development along with the Nursing skills
checklist of the last three newly hired CNAs.
Skills such as toileting, mechanical fift operation,
ROM and documentation are listed. The checkiist
must be completed and returned to her within 5
working days of floor erientation. No licensed
nurse verifies if the CNAs iraining is accurate.
E23 revealed that she does not choose the
trainers, it is handled by scheduiing.

The facility policies and the 4/19/12 findings were
reviewed with E22 (Scheduler/CNA) with E23
present on 4/24/12 at 11:00 AM. E22 confirmed
the training process but stated that only
experienced CNAs are selected and that they are

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION (xs)
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(R115, R156 and R33) out of 49 sampled

that residents could exit out of a nursing unit into
the parking area without detection and that the
elopement safety alarm was not functioning on
ancther unit door that exits outside the building.
Findings include:

1. Observation on 4/23/12 revealed that the

residents. Additionally, the facility failed to identify |

defective practice. All

residents witha -

wander guard have
the potential to be
affected by the

. deficient practice- w/c

& doors were fixed
immediately.

0%4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
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F 318 | Continued From page 24 F 318
' not provided with a preceptor training class. E22
stated that ROM training was recently conducted
by the head of physical therapy (PT) to nursing
staff. Interview with E17 (PT Director) at11:30
AM on 4/24/12 confirmed a. ROMinservice was.
conducted on 2/22/12 for all three nursing shifts.
Review of sign in sheets revealed E22 attended ™ |
the inservice. '
Findings were reviewed with E1 (NHA), E2 F323
(DON), E3, (ADON) on 4/25/12 at 4:40 PM. .
F 323|483.25(h) FREE OF ACCIDENT F 323 1. R115 no longer , ,_‘,l 1
ss=E | HAZARDS/SUPERVISION/DEVICES resides in facility. {0
B ) R156- armrest was '
The?. facility must ensure that the resident replaced on 4/23/12.
environmeni remains as free of accident hazards R338- armrest to wie
as is possible; and each resident receives - armrest to w/c
adequate supervision and assistance devices to was replaced on
prevent accidents. 4/23/12. Seaside door
was secured with
sliding bolt
immediately. Aspen
This REQUIREMENT is not met as evidenced it door fixed on
by: 4/23/12
Based on observation, record review and 5 All d ts with
interview, it was determined that the facility failed “ residents wita a
to provide an environment that was free from w/c have the potential
accident hazards as was possible for three to be affected by the
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disrepair presenting a potential injury to the
resident. Staff interviews confirmed these

findings.

3. Observation on 4/23/12 revesled that the
armrest coverings of R33's wheelchair were in
disrepair presenting a potential injury to the

- resident. Staff mtemews confirmed these
findings.

| 4. On4/12/12 at 12:30 PM, E11 {QA nurse) was

at the Seaside unit patio door (used for smokers)
to assist with testing the wanderguard alarm used
to deter resideni elopement. The patio exit had
two doors. The right door had a'push bar. E11
used the coded key pad to unlock the doors in
order for the surveyor, with an activated
wanderguard alarm, to exit outside to the
smoking area. The alarm did not sound when the
surveyor exited to the patio. The door closed and
was reopened for the surveyor to return into the
unit and the alarm did not sound. This sequence
was repeated again with the right door with the
wanderguard in varied positions but the alarm still
did not sound an alert. E11 contacted E27
(director of maintenance) to come to the unit.
E27 arrived with a tester. E11 stated that the
surveyor's wanderguard had alarmed correctly on
3 other exit doors. E27 unlocked the doors with
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F 393 | Continued F o5 3. W/c armrests that
on Im;e rom paieRﬁS' heslchal ] F 323 need to be replaced
armrest coverings o s wheelchair were in - identified-during
disrepair presenting a potential injury fo the bassad ds
resident. Staff interviews confirmed these ambassador rounas on
findings. . a daily basis and
o notification to
2. Obser\ratlop on 4/23/12 {evealed thgt the: _ maintenance through-
armrest coverings of R156's wheelchair were in , i1
~ the regger system will

occur once identified.
Seaside door with
secure lock to prevent
elopements on
5/14/12. Aspen door
refurbished with new
- internal system as
well as Mag lock for
security. Staff will be
in-serviced by
Maintenance Director
on the need to notify
his dept immediately
of any doors that
present with a
potential safety issue
by 5/18/12.
4. Maintenance will
complete an audit of
10% of w/c g wk x4
weeks to ensure
armrests are in good
. repair. Maintenance
to monitor doors
weekly to ensure
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D PROVIDER'S PLAN OF CORRECTION

(X5)

ordered E27 to secure the righi door from use
and to consuit the alarm company. The door was
secured with a sliding bolt within one hour.

On 4/23/12 at 8:50 AM, E27 observed the Aspen
| unit exit door with the surveyor. E27's log book |
revealed all doors are tested daily to ensure the |

wanderguard system is active and no probiems
were reported about the Aspen door. The Aspen
doors are two sets of siiding doors with a small
foyer between the unitand the outside parking
area which leads to the main road. The oulside
sliding door has a sensor that automatically
opens to exit or enter. A key pad system must be
used to enter and exit the unit door. Two staff -
members were observed using this process.
While observing a crack on the wooden strip
along the side of the inside unit door, the surveyor
was able to put fingers along the side and puit the
door open to exit info the foyer. E27 compleiely
closed the door while the surveyor was in the
foyer. The surveyor was able to pull the door
open again with fingers (along the side) and enter
without use of keypad system. E27 revealed that
the door was not to open in this manner without
use of the code key system. He contacted an
outside source for repair and testing.

b é’é‘?ﬁé& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
{ O TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED O THE APPROPRIATE DATE
; DEFICIENCY)
F 323 | Continued From page 26 | F 323 proper function of

the key pad and exited the left door {which had no SCCUI:C exxt.s. Results :
push bar) and the tester activated the alarm. of this audittobe (al‘H {2
When ihe surveyor exited the left door and brought forward to -
re-entered, the alarm was activated. When E27 QA committee to.
exited and re-entered the right door, the alarm did determine further
not sound. E27 atternpted 3 more times with the .
tester in various positions but there was no alarm. recommendations
E3 (ADON) arrived at 12:46 PM to assess the and/or follow-up to
situation. E3 confirmed that the alarm system enhance and improve
was not operating correctly on the right door and process.
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Tracheal suctioning;
Respiratory care;
Foot care; and

“| Prostheses.

This REQUIREMENT s not met as evidenced
by:

Based on observation and interview, it was
determined that the facility failed to ensure that
respiratory equipment (concentrator filters) for
two (R192 and R29) out of 40 Stage I sampled
residenis were maintained in a clean manner.
Findings include: '

Review of facility policy entitled, " Protocols for
Concentrators and Nebulizer's " stated that filters
for the (oxygen) concentrators must be checked
and cleaned weekly and then puf back on the
machine. The night shift (11-7) is responsible for
cleaning the filters.

1. Observation on 4/20/12 of the oxygen
concentrator in use by R192 revealed that the
filter was dusty. Staff interview confirmed the

findings.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION s)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
F 323 | Continued From page 27 F 323 F 32? R 19°
Findings were reviewed with E3 (ADON}) on . 9’s oxygen
423712 at 9:05 AM. concentrator filter was
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 cleaned immediately.
§5=D | NEEDS : R 29°s oxygen
. . concentrator {ilter was
The facility must ensure that residents receive cleaned immediatel (0 q, 12
proper ireaiment and care for the following X Lmeais ‘_3 y o
special services: 2. All residents requiring
Injections; oxygen therapy have
galrentteral and terl'[ertal ﬂuids;-; . _ the potential to be
olostomy, ureterostomy, or i eostomy care; affected by the
Tracheostomy care; . i
deficient practice.

Nurse responsible for
cleaning the filter was
in-serviced by Staff
Development on,
proper technique on
5/18/12.

3. Nursing staff to be in
serviced by the SDC
coordinator on
cleaning O2 filters
weekly by 5/18/12.

4. Unit Managers to
audit oxygen

- concentrator filters
weekly x 4 weeks for
cleanliness. Results to
be brought forward to
QA committee to
determing further
recommendations
and/or follow-up.
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The facility must ensure that it is free of
medication erfor rates of five percent or greater.

This REQUIREMENT is nof met as evidenced
by:

Based on observation, record review and
interview it was determined that the facility failed
to ensure it was free of medication errors of five
percent or greater. Three medication errors were
identified during the medication pass for one
resident (R105) that included Senna (stool
softener) and the antiulcer medications Carafate
and Prilosec. Findings include:

R105 was observed receiving medications on
4/20/12 at 9:35 AM by E43 (LPN) during the
medication (med) pass. Findings were reviewed
and confirmed with E43 and E11 (Quality
Assurance Nurse).

a) R105 received Senna 8.6 mg 2 tablets (tabs)
by mouih during the med pass. A physician
order, dated 8/26/11, was for Senna B6mg?2
tabs (17.2 mg) by mouth BID (twice a day). When
R4105 returned to the facility from an ER visit on
2114/12, the order was entered by facility staff into
their compuierized sysiem incorrectly as-Senna
17.2 mg 2 tabs (34.4 mg) BID. Review of R105's

the facility. No

adverse reactions R/T
deficient practice.
All residents have the

potential to be

affected by the

_ deficient practice.

Immediate
clarification of orders
was obtained by
physician on 4/23/12.

3. Nursing Staff to be in

serviced by SD on
formulary interchange
- and procedure for
changing orders upon
notification from
pharmacy by 5/24/12.
Staff Development to
in-service nursing
staff on proper dosing
of medication upon
transcription into PCC
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F 328 Continued From page 28 F 328

2. Observation on 4/20/12 of the oxygen

concentrator in use by R29 revealed that the filter

was dusty. Staff interview confirmed these

findings. '

F 332 48_3.25(m)(‘1) FREE OF MEDICATION ERROR F 332 F332

55=p | RATES OF 5% OR MORE - . 1. R 105 still resides in

AR
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SUMMARY STATEMENT OF DEFICIENCIES

although the medication was timed in the MAR to

dosage of medication

be given at 7 AM-11:30 AM- 5 PM. Weekly x 4 weeks.
¢) R105 had a physician order, dated 2/13/12, for Results of this audit to
Protonix (antivlcer med) 40 mg by mouth BID be brought forward to
(twice a day). The pharmacy automatically monthly QA process
substituied Prilosec 40 mg which the physician for review and
approved. Facility staff incorrectly entered the .

order into their computerized system as Protonix potential rfe?d for

40 g by mouth daily (instead of BID) on 2/14/12. further training and/or
Although Prilosec and Protonix are antivicers. . monitoring.

meds, they are not the same medication. On
4/9/12, a physician ordered the Carafate and
Protonix to be administered together before
meals.

During the med pass, E43 administered Prilosec
40 mg by mouth, not Protonix as ordered. Record
review revealed there was no order for Prilosec.
The facility failed to discontinue the Prilosec order
on 2/13/12 and obtain an updated order for
Protonix.

e (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
) by 5/24/12. SD to in-

332 Cor;’fimi.‘ed Fr;:m. gafjetgg § AR o F 332 service nurses to
medication administration recon reveale . o
that facility staff signed that they administered fﬁ;"f‘d‘: medications
Senna 17.2 mg 2 tabs (34.4 mg) BID since at is to be given
2/14/12, yet E43 administered 8.6 mg 2 tabs prior to breakfast at (d"'\' 12
(17.2 mg) during the med pass. It could not be 0600 med pass by
determined what doses of Senna were given . 5/24/12
since 2/14/12 as this was a stock med, except as IR .
noted. E11 notified the physician on 4/24/12 and - UM’s to audit all !
the order for 17.2 mg 2 tabs BID was formulary !
disconiinued and changed fo 8.6 mg 2 tabs BID. interchanges weekly x
b) R105 had a ph icien der, dated 4/2/12, f 4 weeks to identify

ad a physician order, date , for Iministrati

Carafate 1 G (gram) to be given by mouth before P ;‘opel(:ﬁa . stratl?n
meals (in accordance with manufacturer's orme . cation. UM’s
specifications). E43 incorrectly administered to audit 10% of
Carafate at 6:35 AM on 4/20/12 (after meal) MARS to ensure right -
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F 332 Continued From page 30 F 332 F371 X
_ 1. The concentration of
Review of the MAR revealed that facifity nurses quaternary
incorrectly signed that they administered Prilosec | ammonium
daily since 2/13/12 when they were actually giving |’ compound was
Protonix. Additionaily, the medication should have adi
justed to
been given twice daily, not daily and it was 51gned Manuf:
off as being administered at 8 AM (should have . Manufacturer’s & |+1|L
been before meals with Carafate as per the directions -
4/9/12 order). immediately. The
C steam table pan lids
On {123/12, E11 contqcted t-he physician aqd were corrected
received an order to discontinue the Protonix 40 ) &
mg daily. Prilosec 40 mg every 12 hours was immediately. The
ordered by the physician on 4/24/12 and it was pans of squash and
retimed to be administered at 6 AM. _ chicken were covered
'F 371/ 483.35(i) FOOD PROCURE, -F 371 immediately. The
s5=£ | STORE/PREPARE/SERVE - SANITARY walk in refrigerator
The facifity must - gasket will be
(1) Procure food from sources approved or repaired or replaced
considered satisfactory by Federal, State or local by 6/1/12. The food
authorities;and spills in the ice cream
(2) Store, prepare, d};tﬂbute and serve food freezer were cleaned
under sanitary conditions . .
up immediately. The
inside thermometer to
the freezer was placed
in a location that is
) o ) easy to find
"llj';us REQUIREMENT is not met as evidenced immediately.
Based on observations and interviews on 47112/12| 2. Altho_ugh--l.lo res-idenjts
"with E12 (Dietary Director), it was determined that were identified in this
the facility failed to prepare and serve food under deficiency all
sanitary conditions. Findings include: residents have the
1. Two buckets with gquaternary ammonium ggenh;lbt ° bff
compound {(QAC) sanitizer were tested ata ec’fe y ﬂns
deficient practice.
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_ 3. Dietary staff to be in-
F 371 Continued _From page 31 : - F 371 serviced by food
concentration of 150 and 50 MG/L, respectively. service director on
Manufacturer's use directions recommended a ' s 5
concentration of 200 MG/L. ma ?.CfUIeS_
. : _ guidelines for
2. Two steam table pan lids stored on the ™ - quaternary ammonia
ready-to-use rack contained a pool of water.  concentration 7 é!q_\.} 2L
3. Pans of squash and cﬁicken by the kiichen ".samﬁz_er, storage of ' .
exhaust hood were stored uncovered. items m reafly t‘_) use
_ rack to be air dried,
4. Walk-in refrigerator door gasket was in uncovered food items,
disrepair. cleaning up spills and
5. Food spills were observed on the bottom shelf monitoring the freczer
of the ice cream freezer. Additionally, the inside temperz-itl.]re gauge to
temperature measuring device was in a location ensure it is visible.
as not to allow easy viewing. 4. An aundit will be
' conducted daily x 30
Interviews with £12 (Dietary Director) on 4/12/12 oo by fhe £ Yd
confirmed these findings. ays_ y 00
F 412 | 483.55(b) ROUTINE/EMERGENCY DENTAL F 412 service
s3=D | SERVICES IN NFS director/designee for i
_ uncovered food, §
The nur_sing facility m_ust provide or obtain from sanitizer at 200ppm, :
an outside resource, in accordance with food spills in ice '
§483.75(h) of this part, routine (to the extent P
covered under the State plan); and emergency cream freezer,
dental services to meet the needs of each temperature gauge in
res;gent; rust, if necessadryt,J assist th_e risident in ice cream freezer and
making appointiments; and by arranging 1or air dred dishes
transportation fo and from the dentist's office; and | - Results of th ’ &t
must promptly refer residents with lost or A‘?S 01 the audi
damaged dentures to a dentist. will be brought
forward to QA
committed to
g}l:.is REQUIREMENT is not met as evidenced determine need for
Based on record review and inferview, it was further audits/follow
up.
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) F412
F 412 | Continued From page 32 F412 . X
determined that the facility failed to provide and/or 1. Resident R106 will be
obtain dental services for one (R106) out of 49 seen at NE_’H}OUTS
sampled residents. Findings include: Health Clinic for
) : - ] dental appointment.
R106 was .original]y _admitted to thf; facility on _ 2. All residents have the
6/11/07. Diagnoses included anemig, congestive A . “" 12«-
: . . . . , potential to be
heart failure, hypertension, diabetes meliitus and | - R . : LI RN
cerebral vascular accident (stroke). The 1/12/12 aﬁ'ec‘fed by the
significant change Minimum Data Set (MDS) deficient practice.
assessment stated that R106's cognitive skills 3. The Interdisciplinary
.| were moderately impaired and that she had no team will meet with
dental issues. . ore
_ residents, families
Review of R106's clinical record lacked evidence and{or responsible
of any routine dental services since her parties quarterly to
admission to the facility. Interview with R1068's - : discuss plan of care ™
responsible party on 4/13/12 confirmed that R106 including dental
had not had any dental services provided since . f needed
admission to the facility. SCTVICES 1 m_ae ed.
' Dental appointments
Observation of R106 on 4/20/12 at 10:15 AM will be scheduled at
revealed she only had 5-6 of her front lower teeth. Nemours or dentist of
When asked, R106 de_nied any difﬁgulty gating_or choice per
chewing her food. During a second interview with dent/fami
R106 on 4/24/12, when asked when she had last resideny. amily .
seen a dentist she stated "a long time ago.” /responsible parties
consent.
Review of facility coniracts revealed the facility 4. An audit will be
had a contractural agreement for dgntal services. completed by
| During an interview with E5 (MDS Coordinator), | UM/Designee on each
she confirmed that R 106 had not been provided - resident for dental
with any routine dental services since admission health to ensure
to the facility. adequate dental
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 services is being
55=D| SPREAD, LINENS _ received. f
The facility must establish and maintain an ' Appointments will be ;
: scheduled as needed. |
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The facility must establish an Infection Control

Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2} Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

i (b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident. '

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3} The facility must require staff to wash their
hands after each direct resident contact for which |
hand washing is indicated by accepted ’
professional practice.

(c) Linens

| Personnel must handte, store, process and

transpori linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
ny:

F441
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Resulis of the audit to
F 441 | Continued From page 33 . F 441 be brought forward o
Infection _Control Program desngneq to provide a .monthly QA process
safe, sanitary and comforiable environment and L
- for review and
to help prevent the development and transmission . d
of disease and infection.. -potential nee for
- further training and/pr
(a) Infection Control Program monitoring.

1. R 226 hasnot had an

adverse effec_f_: rela_ﬁed
to the deficient

practice.

All residents with a
treatment order
requiring a dressing
change have the
potential to be
affected by the
deficient practice.
Employee E 47 was
in-serviced on
facilities hand
washing an infection
control practices
during dressing
changes on 4/26/12.

3. Nursing Staff will be

"
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F 441

- F 465

Continued From page 34

Based on a wound dressing change observation,
it was determined that the facility failed o ensure
staff washed their hands when hand washing is
indicated and consistent with accepted

| professional standard of practice to reduce the

spread of infections and prevent

.| cross-contamination. Findings include:

Observation of a dressing change to R226's left
heel diabetic ulcer and left heel lateral deep
tissue injury was performed by E47 (RN) on
4/19/12 at approximately 10:00 AM.

The necessary equipment and supplies included

Silvadene, hydrogel, 4x4 gauze, rolt gauze and ;
-Lnormat saline and these were set up on a clean
‘bedside table on top of a clean barrier placed on

the table.

R226 was made comfortable in bed, the door to
the room was closed and the privacy curtain was
pulled. E47 washed and dried his hands
theroughly with a clean towel and donned a pair
of clean gloves. E47 removed the soiled dressing
from around R226's left heel, discarded the soiled
dressing in a trash can lined with a plastic bag,
then removed and discarded the contaminated
gloves into the same trash can.

E47 donned a new pair of clean gloves to
proceed with the treatment of the left heel ulcers
and the left lateral deep tissue injury without
handwashing first. He then proceeded to finish
the procedure.

This finding was discussed with £47 (RN) on
4/19/12 and he confirmed this finding.

483.70(h)

F 441

F 485

in-serviced on proper

hand washing

guidelines and
infection control
policies during

. dressing changes by
the SDC by 5/18/12.

4. Director of Nursing to

. observe 3
wound/dressing

-changes for
compliance with hand
washing and infection
control guidelines
weekly x4 weeks. -
Results of these
observations to be
brought forward to
QA to determine
further
recommendations
and/or follow-up to
enhance and improve
process.

| H*hé

FORM CMS-2567(02-99} Previous Versions Obsolete

Event 10: AQIBT1

Facility ID: GE0G110

If continuation sheet Page 35 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/08/2012
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES X1 PROVIDERJ'SUPPL]ERICLIA X2 'MULTEPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING : c
085020 ) 042512012

NAME OF PROVIDER OR SUPFLIER

PINNACLE REHABILITATION & HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3034 SOUTH DUPONT HIGHWAY

SMYRNA, DE 19977

(X4) 4D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 465 | Continued From page 35 F 465 F 465
S5=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL. 1. Pool of water was
E ENVIRON - cleaped up
: immediately.
The facility must provide a safe, functional, 2. No resident was
sanitary, and comfortable environment for . . '
residents, staff and the public. affec’fed by the: (ﬂ\‘-\\\z" :
_ . pat ‘deficient practice.
3. The drain line was ™~ e
This REQUIREMENT s not met as evidenced repaired immediately i
bgi 4 ; " terview i by maintenance. ;
ased on observation and interview, it was : .
dotermined that the facility failed to provide a safe Kitchen staff was in-
work environment for the dietary staff. Findings serched by i
inciude: maintenance director
; , on 5/18/12 regarding
-|-Observations on 47/12/12-at 9:32 AM-during a four the importance of
with £12 (Dietary Director) revealed & pool of et :
water by the ice rachine. The ice machine drain notifying I{Jamtenance :
line was not in alignment with the floor drain &ny--poteﬂi’taally- unsafe
resulting in a pool of water of approximately 2 feet work environment
in diameter. The pool of water is a potential concerns.
hazard to the kitchen staff. Findings were 4. Maintepance will
acknowledged by E12. 1 .
¢ 497 | 483.75(e)(8) NURSE AIDE PERFORM F 497 CheCkkdIaf hm’icsmce ‘
ss=F | REVIEW-12 HR/YR INSERVICE 2 Week X & WOLkS.
= . Results of
The facility must complete a performance review observations to be
of every nurse aide at least once every 12 brought forward to
monthg, and must provide regular in-service QA committee for
education based on the outcome of these . .
reviews. The in-service training must be review to determine
sufficient fo ensure the continuing competence of | Afurther follow-up fo- -
nurse aides, but must be no less than 12 hours enhance and improve
per year,; address areas of weakness as ProCess.
determined in nurse aides' performance reviews
and may address the special needs of residents
as determined by the facility staff; and for nurse
aides providing services o individuals with '
: i
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cognitive impairments, also address the care of
the cognitively impaired.

= This REQUIREMENT is not met as evidenced
by: _
.Based on review of facility documentation an
staff interview, it was determined that the facility
failed to insure that 13 out of 13 sampled nursing
assistants received the mandatory 12 hours of
in-service training required per year beginning
with the date of hire. Findings include:

1. E29 was hired 10/2/2007. Review of in-service
records revealed a shortage of 4 hours of
“|training. - : -

2. E30 was hired 5/17/2005. Review of in-service
records revealed a shertage of 6 hours of
training.

3. E31 was hired 11/16/2005. Review of
in-service records revealed a shortage of 4 hours

of training.

4. £32 was hired 4/1/2001. Review of in-service
records revealed a shortage of 3 hours.

5. E33 was hired 4/1/2001. Review of in-service
records revealed a shortage of 4 hours.

'8. E34 was hired 9/2/2003. Review of in-service
records revealed a shortage of 9 hours.

7. E35 was hired 3/7/2006. Review of in-service
records revealed a shortage of 6 hours.

8. E36 was hired 2/19/2009. Review of in-service

F 497

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ! X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
i
] F 497
F 497 | Continued From page 36

1. All 13 employees
were potified of their
failure to complete
mandatory in-service l }

2. Audit was completed
by the SDC on all
current c.n.a.’s to
ensure that mandatory
in-service hours are
up to date. CN.A.’s
that are out of
compliance with

~mandatory in-service -
hours will be required
to complete by May
18, 2012.

3. SDC will assign
mandatory-education
monthly in-service
hours to CN.A’s
through Upstairs
Solutions.

4, Audit will be

_completed monthly by
SDC to determine
compliance with -
mandatory in-service
hours for CN.A’s.
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Results to be brought
F 497 i
| Conﬂgued Frolmdpag: 3,17 ot F 497 forward to QA. QA to
.recor s revealed a shortage of 6 hours. analyze data to
9. E37 was hired 4/1/2001. Review of in-service determine ﬁ@er
records revealed a shortage of 2 hours. _recommendatlons i é\q \2
10. E38 was hired 6/26/2007. R f an]djorfouowumo' % ’
_E38 was hired 6/26/2007. Review 0 -
|in-service records revealed a shortage of 8 hours: e ce a.ud @vae.._
process. ' )

11. E39 was hired 10/16/2002. Review of
in-service records revealed a shortage of 7 hours.

12. E40 was hired 12/11/2001. Review of
in-service records revealed a shortage of 2 hours.

13. E41 was hired 12/31/2002. Review of
| in-service records revealed a shortage of 3 hours.

{ ack of in-service hours was confirmed by £42
(Staff Development Nurse). :
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STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR'S PLAN FOR CORRECTION

OF DEFICIENCIES WITH ANTICIPATED
DATES TC BE CORRECTED

1 3201

3201.1

3201.1.2

- ewdegced by:

An unannounced annual and complaint
survey was conducted at this facility
from April 12, 2012 through Aprif 25,
2012. The deficiencies confained in
this report are based on observations,
interviews, review of residents' clinical
records and review of other facility -
documentation as indicated. The
facility census the first day of the
survey was 140. The Stage 2 sample
totaled 49 residents.

Regulations for Skilled and
Intermediate Care Facilities

Scope

Nursing facilities shall be subject to
ali applicable local, state and federal
code requirements. The provisions
of 42 CFR Ch. IV Part 483, Subpart
B, requirements for Long Term Care-
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the reguiatory
requirements for skilled and

1 intermediate care nursing facilities

in Delaware. Subpart B of Part 483 is
hereby referred to, and made part of
this Regulation, as if fully set out
herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by
reference.

—-|-This-requirementis not. met a; e

)

Cross reference F159, F160, F205
F225, F241, F246, F253, F279, F280
F309, F312, F318, F323, F328, F332,

F371, F412, FA41, FAB5, FAS7

Z‘roviderfs Sj_gnature

Daie
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3201.7.0

3201.7.5

Cross refer to the CMS 2567-L survey
report dated 4/25/12, F159, 160,
F205, F225, F241, F246, F253, F279,
F280, F309, F312, F318, F323, F328,
F332, F371, F412, F441, F465 and
F497.

Plant, Equipment and Physical
Environment

Kitchen and Food Storage Areas.

Facilities shall comply with the
Delaware Food Code. o

Based on the dietary observation
during the survey, it was determined
that the facility failed to comply with
sections: 4-501.114 {C) (2), 4-903.11
(B) (1), 3-305.11 (A) (1) and (2), 4-
501.11 (B}, and 4-204.112 {A} of the
State of Delaware Food Code.
Findings include: '

4-501.114 Manual and Mechanical
Warewashing Equipmenf, Chemical
Sanitization — Temperature, pH,
Concentration, and Hardness.

A chemical sanitizer used in a
sanitizing solution for a manual or
mechanical operation at contact
times specified under Y 4-703.11 (C)
shall meet the criteria specified
under § 7-204.11 Sanitizers, Criteria,

- "EPA—reglstered Tabeluse:

shall be used in accordance mth the

instructions, and shall be used as
foliows:
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(C) A quaternary ammonium
compound solution shall:

Have a concentration as
specified under § 7-204.11 and
as indicated by the .
manufacturer’s use directions
included in the labeling.

(2)

This requirement was not met as
evidenced by:

Cross-refer to CMS 2567-L survey date

completed 4/25/12, F371, Example #1. *

Equipment, Utensils,
Linens, and Single-Service and
Single-Use Articles.

Clean Equipment and
Utensils shall be stored as specified
under 9§ (A) of this section and shall
be stored:

In a seif-draining position
that allows air drying.

This requirement was not met as
evidenced by:

Cross-refer fo CMS 2567-1. survey date
comnpleted 4/25/12, F371, Example #2.

3-305.11 Food Storage

Except as specified in {T (B)

Cross reference F371

Cross reference F371

be protected from contamination by
storing the Food:

- afna_(c)_ofnthissecﬁon,Food_ShaH:A O O PO SRS M
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In a clean, dry location.

This requirement was nof met as
evidenced by: '

Cross-refer to CMS 2567-L survey date

(2) Where it is not exposed to
splash, dust, or other
contamination.

This requirement was not met as
evidenced by: :

Cross-refer to CMS 2567-L survey dafe
completed 4/25/12, F371, Example #3.

4-501.11 Good Repair and Proper
Adjustment.

Equipment components
such as doors, seals, hinges,
fasteners, and kick plates shall be
kept intact, tight, and adjusted in
accordance with manufacturer’s
specifications. o

This requirement was not met as
evidenced by:

Cross-refer to CMS 2567-L survey date
completed 4/25/12, F371, Example #4.

4-204.112 Temperature Measuring
Devices.

Except as specified in 1 (C) |

| completed 4/25/12, F371, Example #5. 7|

Cross reference F371

Cross reference F371

of this section, cold or hot holding
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SECTION
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equipment used for potentially
hazardous food (Time/Temperature
Control for Safety Food) shall be
designed to include and shall be
equipped with at least on integral or
permanently affixed temperature
measuring device that is located to
easy viewing of the device’s
temperature display.

This requirement was not met as
evidenced by:

Cross-refer to CMS 2567-L survey date Cross reference F371

completed 4/25/12, F371, Example #5.




